Over the last few years there has been considerable interest in psychosocial interventions with families to reduce relapse in schizophrenia. Two important influences, one theoretical and one empirical, have created an impetus for the development of such psychosocial interventions. Firstly there has been the development of stress-vulnerability models of schizophrenia which attempt to integrate both biological and environmental factors into an explanatory model of schizophrenia1.2. The importance of these theoretical models is that they postulate that schizophrenia, although a biological illness, is stress related and that the course of the illness is influenced by the action of environmental stressors. This formulation receives support from psychophysiological studies investigating the effect of such environmental factors on the patient's level of arousal".
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The second important factor has been the development of the measure of expressed emotion or EE4.
A number of studies have examined the relapse rates of patients returning to live with high or low EE relatives after their discharge from hospital. An association between high rates of relapse and living with a high EE relative has been a consistent finding.
In 12 studies that investigated relapse over a 9-12 months post-discharge follow-up period, 613 patients were followed-up, and of these 52.5% were living in high EE households. Fifty-three per cent of patients living with a high EE relative relapsed compared to 22.7% of patients living with a low EE relative".
The development of the EE measure as an index of environmental stress has allowed an empirical demonstration of the effect of the home environment on relapse rates. If it is possible to decrease the level of the relatives' EE through psychosocial interventions, then relapse rates and hence relapse risk should also reduce.
Expressed emotion research has also demonstrated other factors such as maintenance medication and face to face contact between the patient and relative as important in determining relapse", Hence, psychosocial interventions were never envisaged as an alternative to medication but as an adjunct. All the studies reviewed in this paper have implemented psychosocial interventions in combination with neuroleptic medication.
Intervention studies
Leff and his colleagues in London''" recruited 24 families with at least one high EE relative in high contact with the patient (over 35 h face to face contact per week) into his study. The patients and their families were randomly allocated on discharge to either the experimental group or the control group. The experimental group received a package of interventions including: an educational programme to provide the relatives with information about the illness; a relatives' group; and individual family therapy. The control group received routine psychiatric aftercare as provided by the National Health Service. The experimental group showed significantly lower relapse rates compared to the control group at nine months (8% compared to 50%) and 24 months (20% compared to 78%). Re-assessment ofthe relatives' EE levels and contact time at nine months indicated that the therapeutic goal of reducing either EE or contact time had been achieved in 75% of families in the experimental group.
In a study by Falloon and his colleagues in Californiav!", 36 'high tension' families were randomly allocated to an experimental family intervention or to a control group. The experimental group received a behavioural family therapy package including: an education programme; communication training when appropriate; and problem solving training. The control intervention consisted of individual psychotherapy. The experimental group showed significantly lower relapse rates at nine months (6% compared to 44%) and 24 months (17% compared to 83%).
In a study conducted in Pittsburg by Hogarty and his colleagues!', 78 high EE families were randomly allocated to one of four groups: family psychoeducation and management; social skills training for the patient; a combination of family management and patient social skills training; and a control group who received medication in the context of a supportive relationship. The results after 12 months were impressive. Both the individual treatment groups of family management (19% relapse) and social skills alone (20% relapses) were significantly superior to the control group (41% relapses), and in the combined group there were no relapses at all. It was further found that there were no relapses in households in which the relatives changed from high to low EE.
Lastly a study carried out in Salford by Tarrier and his colleagues 12 • 13 randomly allocated patients with high EE relatives into one offour groups: behavioural family intervention-enactive; behavioural family intervention-symbolic; education only; routine NHS treatment. Patients with low EE relatives were allocated to one of two groups: education only or routine care. In the case of patients from high EE households the two behavioural intervention groups (12% relapses) proved significantly superior to the education alone (43% relapses) and the routine care (53% relapses) groups at nine months. The low EE groups showed significantly lower relapse rates than the comparable high EE groups (low EE: education only 22%; routine treatment 29%). Analysis of medication, contacts with the psychiatric services and frequency of life events demonstrated that these factors were not responsible for the different relapse rates. Significant changes in the relatives' EE from high to low were found in the behavioural intervention groups. At 24 months the behavioural intervention group still had significantly less relapses compared to the other two high EE groups (33% compared to 59%), and an equivalent relapse rate to the two low EE groups (33%).
Discussion
Four controlled studies 7 ,9.1l.12 have demonstrated the efficacy of psychosocial interventions in reducing schizophrenic relapse and three of these have shown a change in the relatives' EE from high to low to be associated with lowered relapse rates 7 • 1l ,12. There are probably many similarities in these successful interventions, but it is more productive to examine the functional effects of the intervention rather than a description of techniques. If the core deficits of the schizophrenic illness result from an interaction between a dysfunction in information processing and in arousal regulations, then an environment which exacerbates these dysfunctions will precipitate and maintain symptoms of the illness. Hence an environment that has a stimulus input which is complex, vague and ambiguous, emotionally charged and unpredictable, such as occurs within high EE households, will result in an overload of the information processing abilities of the individual. Continuous exposure to this stressful environment will result in increased arousal levels and positive symptoms reappearing. If, however, the environmental input becomes clear, simple, predictable, and defused of excess emotion then relapse is less likely to occur. Hence, stress reduction within the home environment is the key to effective intervention. Family interventions will be effective and beneficial if they result in reducing the inappropriate behaviours which are characteristic of high EE relatives. Social skills training alone will be effective if it improves the patient's perception of the social behaviour of others and allows him or her to select and implement the correct and appropriate responses. What is now clear is the need for empirically proven intervention methods to be integrated, as a high priority, into a comprehensive community care programme for the long term mentally ill.
